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In its onset, HIV/AIDS was thought of as a disease of adult men, primarily gay,
but also male injecting drug users and hemophiliacs. Accordingly, during the early days
of the epidemic, women’s experiences with the HIV disease were largely ignored. Over
time women have steadily come to represent a significant proportion ofHIV infections
and AIDS cases. Subsequently, much has been learned about the psychosocial effects of
the HIV disease on women in recent years. As a result, the topic researched was an
exploratory and descriptive study on the levels of anxiety and depression among
HIV-positive women and non HIV-positive women.
During the earlier stages of the HIV/AIDS epidemic, an accumulating body of
research documented levels ofpsychological effects and psychosocial needs of
HIV-positive men, but studies of these characteristics in HIV-positive women were
sparse. Today, many of the studies have explored psychological issues among
HIV-positive women and examined women’s distress levels and psychosocial needs. In
addition, these studies have reported that high levels of depression and anxiety have been
observed consistently (Goggins et al., 2001). This paper explored and describes the
relationship between psychological issues such as, anxiety and depression, among
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HIV-positive women and non HIV-positive women, by examining their distress levels
and psychosocial needs.
Although the current literature about HIV and the determinant of such is
considerable, it falls short regarding HIV as it relates to women. This gap is often
apparent when information based on studies as it relates to HTV-positive men is used to
assess HIV-positive women; and the differences are usually interpreted as deficit. As
women are becoming increasingly infected with HIV and AIDS, social workers must
become knowledgeable and adequately skilled to provide services to this population. The
lack of research in this area suggests the need for more investigation on how levels of
depression and anxiety may affect the progression ofHfV virus in women.
In an effort to understand the high levels of depression and anxiety among HIV
seropositive women, the current study attempted to examine psychosocial challenges that
these women experienced. Research proved beneficial for social workers to assist with
the development of treatment interventions for people with HIV that may discourage
feelings of helplessness and encourage feelings of competence, efficacy and optimism. It
is important for social workers to structure interventions to help individuals with HIV
find perspectives that might create or promote a subjective sense of strength so that
immune enhancement occurs and immimosuppression is averted.
Statement of the Problem
This study examined the relationship between HTV-positive women and non HIV¬
positive women and the levels ofanxiety and depression that occurred at any time during
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the course of the HIV infection. Anxiety and depression, felt by many women living with
HIV and AIDS, can be severe and long lasting and will have implications on the way they
behave. Women with HIV and AIDS have many fears related to their illness, including
dying a slow painful death, isolated from the people they know and care about (Bury,
Morrison, & McLachlan, 1992). Given the dearth of research on how depression and
anxiety affects women diagnosed as HIV seropositive, especially their psychosocial
status, this study addressed the gap in social work knowledge. Moreover, this study may
provide an exceptional opportunity to add to social work knowledge and an
understanding of this population, as well as to discreditmany of the assumptions
developed about how this population copes with stressors.
Purpose of the Study
The purpose of this study was to determine if there was a statistically significant
relationship of high levels of anxiety and depression among women infected by HIV. The
impact ofHIV/AIDS violates women’s plans for the future, affects the principles used to
make decisions, how they perceive themselves, and for some, changes their relationship
with life itself (Lynch, 2000). Social workers enter into relationships with persons,
families and communities to assist them in issues ofdaily living by
providing them with an environment that will enhance their own skill and development.
By thoroughly assessing all aspects of a person’s life story, social workers are better
prepared to create environments that will increase a person’s understanding and thus,
strengthen their ability to adapt and cope with this complex reality. This study attempted
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to examine psychosocial factors such as: feelings of guilt, fear of death and loss of a
future, in an effort to increase social workers’ understanding of the problem.
Furthermore, this study will allow social workers to assess HIV-positive women’s
circumstances as it relates to mood and behavior in social work practice. Moreover,
practitioners should seek to emphasize the identification of coping skills and capacities
for developing them to enhance individual, family and community functioning.
It is important for social workers to focus on how HIV infected individuals are
challenged to find ways of coping with stress, fear, and most importantly, feelings of
depression and anxiety throughout the course of the HIV disease. Additionally, this study
provided social workers a framework within which to understand this population. It also
attempted to impart a basis for ameaningful assessment, intervention strategies and
treatment.
Significance of the Study
The number ofwomen infected by HIV continues to rise. The context in which
this population is viewed and subsequently assisted, is dependent upon the availability of
adequate empirical and conceptual literature to practitioners whose responsibility it is to
advocate for and render service to this population. For women, anxiety and depression
may have an even greater impact than formen (Rochman, 2001). Likewise, females are
commonly viewed as not being able to cope with life’s challenges as well as their male
counterparts. This is partially due to a lack of literature examining this issue and the
variables that may affect them. There is clearly a need for more specific research findings
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to be made available to social workers, so that more accurate treatmentmodalities can be
developed for women infected and affected by HIV.
The significance of this study was to explore and describe levels ofanxiety and
depression among HIV-positive women and non HIV-positive women by examining
distress levels and psychosocial needs. It is essential for social workers to acquire an
understanding of the adequate concepts and perceive them as relevant to their treatment
of this population. As a result, social workers are charged with implementing adequate
resources and coping skills for this population to ensure a decent quality of life.
CHAPTER II
REVIEW OF THE LITERATURE
This succinct literature review was structured as such: (1) Anxiety,
(2) Depression, (3) HIV- Positive Women, (4) Theoretical Framework, (6) Definition of
Terms, and (7) Hypothesis.
Anxiety
According to the Diagnostic and Statistical Manual ofMental Disorder
(DSM-IV, 1994), generalized anxiety disorder is characterized by excessiveworry, however
it specified that such worries are distinguished from obsessions facts that the person
experiences them as excessive concerns about real-life circumstances.
The presentation of anxiety in an HIV-positive person illustrates the necessity of
the practitioner’s monitoring fimction and the importance of the practitioner’s willingness
to convince the person living with AIDS to seek immediate help (Perry et al., 1990). Any
presentation of anxiety should set offwarning signals for the practitioners. This careful
monitoring is necessary because the differential diagnoses for anxiety in an HfV-positive
person, or a person with risk factors but not proven HIV-negative, is many and complex
(Meichenbaum, 1985).
In conformity with the literature review, Elliot (1998) and Ruiz (2000) report
anxiety is a frequent symptom in individuals who are HIV-positive, v^th the prevalence
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of anxiety disorders having been estimated as high as 38 percent. In addition, the review
of literature affirmed that studies have not clearly defined the prevalence of specific
anxiety disorders and how to effectively manage them in the context ofHTV/AIDS.
Moreover, the review of literature specifies that anxiety appears to be independent ofHIV
illness stages or HIV-related illnesses and may occur at any time during the course ofHTV
infection.
As attested by Cross (1997), one out of every 10 people suffers from some form of
anxiety disorder, thus making it the most common disorder in the United States. Anxiety
disorder includes a number of different related illnesses such as panic disorder,
generalized anxiety and obsessive-compulsive disorder. Additionally, this literature
expresses that there is evidence that anxiety disorders are inheritable. Moreover, there is
evidence that the environment also plays a major role in the disorder. Again, in 1997,
Cross reported that anxiety occurs more frequently in women than in men because of the
increase in demand for work and family, hormonal changes (i.e.) pre and post menopause
and histories of sexual and physical abuse.
Often, for women, anxiety begins with the knowledge of being infected with the
AIDS virus. Essentially, the literature expovmds that anxiety is mediated both in part by
constitutional and physical symptoms related to HTV which cause impairment not only in
physical functioning but also in family and social relationships (Elliot, 1998). To a
greater degree, the review of literature also indicates that psychosocial factors are known
to predict anxiety (Elliot, 1998 and Bury, et al. 1992). Consequently, this
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population is at risk to developing anxiety disorder due to the many complex changes and
losses that occur throughout the stages of the disease.
Anxiety has the ability to warn the body of problems and threats to the social
system and life. Without it, people may become incapable to adapt and cope with life
stressors, changes, and losses. Elliot (1998) states that it is important to understand how
anxiety occurs, to what extent it is becoming excessive and how it is impairing one’s
ability to function on a daily basis. Most of all, he also found that it would be unusual for
an HIV-positive individual not to have some level of anxiety given such drastic life
changes (e.g., physical functioning, social and financial) that occurs during the course of
the infection.
Depression
According to the Diagnostic and Statistical Manual ofMental Disorder
(DSM-IV, 1994), major depression is characterized by one or more major depressive
episodes (i.e., at least 2 weeks of a depressed mood or loss of interest accompanied by at
least four additional symptoms of depression). Once more, The Community Research
Initiative on AIDS. (1999) views depressive disorder as a common diagnosis for persons
affected by HIV/AIDS.
Depression is one of the leading mental health problems for women. It is
estimated that more than 7 million women have diagnosed depression (Freilberg, 1998).
Freilberg focused on teaching women negotiating skills, condom use, and the risks and
barriers associated with their relationships with men. More than 200 single, pregnant
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inner-city women, (57% African American, 40% Caucasian and 3% other) were assigned
to either an AIDS prevention group or one of two control groups, a general health
promotion group or a non-intervention group. The prevention group helped the women
develop a health plan to curb their risk for HfV infection; the other group focused more
broadly on improving the participants’ general health. Women practiced assertiveness
and negotiation skills with their partners and “cognitive rehearsal,” imagining how they
would solve a problem. Results indicated significantly greater condom use for the AIDS
prevention group than for the non-intervention group; the health promotion group
obtained more condoms than the non-intervention group but fewer than the AIDS
prevention group.
Women, and particularly women of color, are the fastest growing group ofpeople
with HIV/AIDS. HIV and AIDS affects young and middle-age women in particular. As
reported by Dunbar et al. (1998), the median age reported for women with AIDS is 35
years, and women aged 15 to 44 years account for 84% of all female cases. AIDS is the
fourth leading cause of death in American women ages 25 to 44. AIDS is the leading
cause of death for women in 15 major cities.
AIDS is already the number-one killer ofAfiican-American women in New York
and New Jersey. It is further noted that more than 70% ofwomen with AIDS are Afiican
American or Latino Americans. Aids deaths are around 14,000 with this group ofwomen
per year. It is clear that programs intended to prevent AIDS, in the at-risk female
population, need to be aggressive in their effects (Freilberg, 1990).
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It is critical for older people to understand that unsafe sex among elders, as well as
yovmg people, may give rise to AIDS. Nationally, more than 10% of all AIDS cases
occur in people over 50, with 25% of those cases over 60 and 4% in people over 70,
(Graham, 1998).
Mood disorders seem to comprise the majority ofpsychiatric manifestations.
These may be preexisting, or in reaction to, or caused by HIV infections. Baer (1989)
detailed the diagnoses of 60 persons with AIDS. Despite the fact, the causes of disorders
had their first psychiatric hospitalization since the infection. The majority had mixtures
ofpsychopathology, but the primary diagnosis of20 was depression. In general,
depressive symptoms may range from the adjustment disorder with depressed mood to
major depression.
The Florida Health Site Fact Sheet (2001), expresses that some form ofdepression
affects approximately 19 million Americans each year. Additionally, more than 1 in 5
Americans can expect to get some form of depression in their lifetime. Finally, this fact
sheet indicates that clinical depression commonly co-occurs with medical illness.
The Women’s Mental Health Initiative (2000) fact sheet indicates that 55 percent
ofpeople with mental difficulties are women. Authors, Nolen-Hoeksema, Grayson and
Larson (1994), account that women generally experience more depression than men, but
the reason for this gender difference has not been clear. However, they expounded that a
new study indicating how some social conditions and personality characteristics affect
each other and contribute to the gender differences in depressive symptoms. Greene
(2001) reports that depression has been called the most significant mental health risk for
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women, especially younger women of childbearing age. Furthermore, Greene expounds
that depression in women is misdiagnosed approximately 30 to 50 percent of the time.
Major depression can cause severe impairment in social and physical functioning,
and is often a major hastening factor in suicide (Greene, 2001). Depression has been
associated with the higher medical cost, greater disability, poor self-care and adherence to
medical regimens, and increased morbidity and mortality from medical illness (Katon &
Sullivan, 1992). In accordance with this, McGrath, Stickland and Russo (1990) report
that high levels of depressive symptoms are particularly common among individuals with
lower socioeconomic status. Additionally, McGrath, et al. (1990), shares that women of
color are more likely, than Caucasian women, to share a number of socioeconomic risk
factors for depression, including racial/ethnic discrimination, lower educational and
income levels, segregation into low status and high stress jobs, unemployment, poor
health, larger family sizes, marital dissolution, and single parenthood.
In summation, noteworthy of the literature review, based on a study by
Nolson-Hoeksema et al. (1994), women may more often than men become caught in a
cycle of despair and passivity because of the interaction of lower mastery (lower sense of
control) over important areas of life and more chronic strain and rumination (chronically
and passively thinking about feelings). Further, this study fotmd that rumination may
maintain chronic strain because it drains people ofthe motivation, persistence and
problem-solving skills to change their situation.
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HIV-Positive Women
Women and HIV/AIDS Key Facts and Issues (2000), reports that of the 33.6
million people living with HTV/AIDS aroimd the world today, 14.8 million are women.
Also, the report stated that of five million adults newly infected in 1999,2.3 million are
women; and of the 2.1 million people who had died ofAIDS by 1999, 1.1 million were
women. Moreover, this report gives details that among groups of adults with the
infection, women account for 55 percent in Sub-Saharan Afiica, 30 percent in South Asia,
20 percent in Europe, and 20 percent in the United States. In affirmation with the latter,
(The Centers for Disease Control and Prevention [CDC], 1999) reports that women are
17 percent ofall persons infected with AIDS, and 27 percent of all HIV-positive
individuals in the United States. Further, this report states that AIDS is the fourth leading
cause of death among women ages 25 to 44 in the U.S.
In the state ofGeorgia, women accounted for one in four Georgians reported with
AIDS in 1999, up from one in 10 in 1990 (Georgia Department ofHuman Resources
[GDHR], 2000). Additionally, (GDHR, 2000) 83 percent ofwomen with AIDS in
Georgia are Afiican American. This report (GDHR, 2000) gives statistical evidence that:
(1) four of five women reported with AIDS in Georgia are of childbearing age i.e. 15-44
years, (2) AIDS is the leading cause ofdeath among Afiican-American women in Georgia
ages 20 - 40, and (3) 43 percent of the women with AIDS in Georgia live outside the 20-
coimty Atlantametropolitan area. Subsequently, women’s experiences with the HTV
disease were largely ignored during the early days of the epidemic. On the contrary,
today, studies have discovered psychological issues among this population by studying
13
their distress levels and psychosocial needs; which examined high levels of anxiety and
depression (Goggin et al., 2001).
At the genesis of the HTV/AIDS epidemic, all that was documented and discussed
about AIDS and its implications was drawn from the experiences ofmen who have sex
with men (MSM). Contemporarily, several studies and books have been published that
underscore the issues relating to women and HIV/AIDS (Bury et al., 1992). However,
they expovmd as withmany other societal issues, women’s access to health care, the
support systems available to them, their ability to make changes in their sex lives, and
their reaction to physical decline and disfigurement, are likely to be different than men’s.
The review of literature supports that the many social implications ofHTV for
women cannot be studied in isolation from the position ofwomen in society today. To
exemplify, women living with HfV in the community will usually bear the responsibility
for child care, housekeeping, health and social work department appointments and their
own illness, as well as the illness ofpartner, possibly children and other family members
(Bury et al., 1992). This report goes further to enlighten that all infected womenwill
suffer the discrimination, stigmatization and marginalisation, which the knowledge of
HIV infection brings. To add, women no less than men have to deal with the reactions of
employers, family and fiiends. Moreover, feelings ofdepression anxiety, profound grief,
physical effects of the condition and the difficulties of finding support also particularly
affect the report attributes that infected women.
Persons infected with HTV may become socially isolated as a result of the
ignorance, misinformation and embarrassment of others about their physical appearance.
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The social proscriptions and myths about women’s appearance and physical condition
cause many aspects ofwomen’s bodies, well or ill, to become a source of discomfort,
pain or sorrow to them (Bury et al., 1992). Everyone infected by HTV may experience
feelings of great sadness and grief. A review of the literature sustains that this condition
may be powered by a loss of health, body image, sexuality and reproductive potential. As
for a woman, it may be regarded that becoming a mother as an important aspect ofhow
she sees herself and her future, reinforced by societal influences; motherhood may
enhance self-esteem or may be culturally expected (Bury et al., 1992).
AIDS NEWS ALERT (1995) acknowledges that prior to developing AIDS,
HIV-positive women die earlier then men infected with the virus, but the difference in
survival is blamed on social and physiological reasons, according to a government
longitudinal study. This study found that women are one-third more likely than men to
die without an AIDS-defining condition. Consequently, the study linked the
difference to poor access to or use ofhealth care resources for HTV-positive women.
Moreover, further study of the relative contributions of diverse social factors, including
access to care, homelessness, substance abuse and pregnancy, would enhance the
vmderstanding of the complex patterns ofHTV disease progression and survival in
women.
Ultimately, it may be fair to say that persons infected with HTV/AIDS must adapt
to a disease that assures multiple changes in every facet of their lives (Lynch, 2000).
Moreover, one could assume that living with a serious chronic illness takes effort and
consumes time. It also means overcoming stigmatizing judgments, intrusive questions
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and feelings of diminished self-worth. Bury et al. (1992) quotes from the Panos Institute
(1990), “Today, the proportion ofwomen affected worldwide is growing fast, but
awareness about the ways in which HIV affects women and the services they need lags
behind” (p. 32).
Theoretical Framework
There are a number of theories that could be used to explain the levels of anxiety
and depression among women HIV-positive, but for the purpose of this study, the
feminist theory of empowerment was utilized. Many disorders which women face today
require multiple theoretical frameworks and modalities for a successful treatment. The
feminist approach to the treatment ofwomen oppressed by challenges of psychosocial
factors that are heightened by the HIV/AIDS disease proposes to be most responsive to
the specific needs of this population. Feminism is a complex concept that is difficult to
define concisely. It involves “the theory of the political, economic, and social equality of
the sexes,” in addition to the “ organized activity on behalfofwomen’s rights and
interests” (Kirst-Ashman, 2000, p. 259). Moreover, the author states that feminism’s goal
is “concerned with ending domination and resisting oppression” (p. 260). Feminism, then
focuses on the empowerment ofwomen.
According to Jaggar and Rothenberg (1984), the root ofwomen’s oppression may
refer to those conditions, biological or social, that are the most important in
continuing women’s subordination today. Moreover, the empowerment approach
requires that practitioners engage in empowering roles; empowerment involves not only
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the desired outcomes, but also the process of helping itself (Robbins, Chattijee, & Canda,
1998).
Empowerment involves rejecting the dimension of knowledge, whether personal,
cultural, or institutional, that perpetual objectification and dehumanization
(Hill-Collins, 1991). She further expounds, that African-American women and other
individuals in subordinate groups become empowered when we understand and use those
dimensions of our individual, group, and disciplinary ways of knowing that foster our
humanity as fully human subjects. Without doubt, the many challenges faced by this
study’s population expresses a need to identify the attitudes, expectations, behaviors and
social arrangements that contributed to the oppression and marginalization of people.
The general approach in practice in working with women HIV-positive is the
principals of empowerment, which addresses the specific needs of this population. To
elucidate, the empowerment theory does not blame the victims for lack of access to
resources and power, but rather, recognize that problems arise as a result of the failure of
society to meet the needs of all of its members Robbins et al. (1998). Moreover, the
broad-spectrum feminist theory incorporates a holistic view of the relationships between
material, social, intellectual and spiritual facets of human existence.
The concept ofempowerment is described as a central goal and process of social
work practice. These theories focus assessment on interpersonal, personal and political
power blocks that restrict people from achieving their aspirations. In practice, this
approach requires that social workers become involved in empowering roles;
empowerment involves not only the desired outcomes, but also the process of helping
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itself (Robbins et al., 1998). Besides, social work practice that is empowerment oriented
and coordinates the treatment among significant interlocking systems with follow up and
centralization of responsibility, will help subside the challenges faced by women who are
HIV-positive.
Definition ofTerms
Anxiety is a feeling of uneasiness, tension, and sense of imminent danger (Barker,
1999). It generally includes an abnormal and overwhelming sense ofapprehension and
fear often marked by physiological signs such as sweating, tension and increased pulse.
According to the Diagnostic and Statistical Manual ofMental Disorder (DSM-IV, 1994),
generalized anxiety disorder is characterized by excessive worry, but specified that such
worries are distinguished fi'om obsessions facts that the person experiences them as
excessive concerns about real-life circumstances.
Depression covers a broad range of symptoms, such as changes in sleep, appetite,
or weight and psychomotor activity; decreased energy; feelings ofworthlessness or guilt;
difficulty thinking, concentration thoughts of death or suicidal ideation, plans, or
attempts. According to the Diagnostic and Statistical Manual ofMental Disorder (DSM-
IV, 1994), major depression is characterized by one or more major depressive episodes
(i.e., at least 2 weeks of a depressed mood or loss of interest accompanied by at least four
additional symptoms ofdepression).
HTV 'xs The Human Immunodeficiency Virus that causes AIDS. HIV gets into the
body and attacks and weakens the immune system.
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Statement of the Hypothesis
There will be a statistically significant relationship in the levels ofanxiety and




This study utilized both exploratory and descriptive research designs to determine
the levels of anxiety and depression among women HIV-positive and non HTV-positive
women. “An exploratory study explores a research question to develop knowledge about
a relatively unknown phenomenon so that new theory can be developed or new insight
can be acquired on the nature of it” (York, 1997, p. 343). On the other hand, descriptive
designs are utilized to describe relationships between variables. Yegidis, Weinbach, and
Morrison-Rodiguez (1999) explain that in descriptive research the researcher hopes to
generalize from cases studied to those that are similar but were not part of the research
study.
Setting
This involved the selection of two separate sample populations by obtaining the
most convenient and available respondents from each group. The first group was a group
of college students and staffmembers from the Department ofResidential Living, Morris




AZIN, INC. is an innovative community-based agency, which currently,
receives federal fimding to work with HIV-infected women and their children with other
co-occurring issues such as substance abuse and mental illness. Some of the services
offered are of psychosocial assessments, substance abuse counseling, mental health
counseling and prevention/risk reduction education. The mission of the agency is to
empower HIV infected individuals through supportive services and interventions. With
this mission, the organization provides services onsite at adult service agencies
throughout the Metro Atlanta region.
Sampling
For this study a nonprobability sampling technique was utilized. Non-probability
sampling plan entails a very unscientific approach Yegidis et al. (1999). This form of
nonprobability sampling is known as convenience sampling. It involves selecting cases
mainly because they happen to be readily accessible. The 30 participants in this study
were acquired from two groups. The first group was acquired from the AZIN, INC.
Agency and the second group was acquired from the Department ofResidential Living
from a local college in Fulton County, Atlanta, Georgia.
Data Collection Procedure/Instrumentation
After speaking with female clients ofAZIN, INC. about the goals of this research
study, 15 conveniently selected HIV-positive females were asked to participate by filling
out a 59-item questiormaire. The same selection procedure occurred at the college, where
this population all indicated that they were HIV-negative. Along with obtaining verbal
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consent from volunteers, a letter was given to the study’s participants, explaining the
purpose of the study. Included on the consent form were statements regarding the
participant’s rights of confidentiality and anonymity, with an emphasis on only using the
survey for purposes pertaining to this study. Contact numbers were also included for
participants with any additional questions, or for those who wanted to obtain results of
the research study.
The questioimaire was administered in two different settings at the AZIN, INC.
agency where ladies meet weekly for coimseling sessions. This agency is located in
Southwest Atlanta, Georgia. The majority of the clientele serviced at this agency are
African-American females and their children. The second setting was at a local college in
Atlanta, Georgia where its population were students that were resident assistants and staff
members of the Housing Department of the college. The demographic information sheet
of the questionnaire (see Appendix A) includes questions related to the participant’s age,
ethnicity, insurance, education level, employment status and HIV status.
The dependent variables are the levels of anxiety and depression among women
that are diagnosed HIV-positive. The independent variable is the HIV/AIDS disease.
The measurements of these variables were determined using questions from a
standardized testing instrument that consisted of a nine-symptom dimension scale. This
tool contained questions from Brief Symptom Inventory (BSI) Administration, Scoring,
and Procedures Manual by Dr. Leonard R. Derogatis (1993). This 53-item self-report
symptom inventory was designed to reflect the psychological symptom patterns
ofpsychiatric and medical patients and non-patients. This inventory reports profiles of
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nine primary symptom dimensions and three global indices of distress. Reliability of the
BSI was reported in the BSI Manual in two areas: internal consistency reliability and test-
retest reliability. In the former, measures using Cronbach’s coefficient Alpha yielded a
statistic for all nine dimensions ranging from .71 to .85. These findings come from
measures taken by the developer as well as from independent estimates as reported in the
manual. Coefficients for the test-retest reliability yielded .68 to .91 for the symptom
dimension, and .80 to .90 in the global indices. Moreover, the reliability, validity and
utility of the BSI instrument have been tested in more than 400 research studies
(Derogatis, 1993).
Data Analysis
The data from the questionnaire were examined using the computer program
called the Statistical Program for the Social Sciences for Windows (SPSSWIN). For the
purpose of this study, descriptive statistics, frequency distributions, and percentages were
compiled to provide a demographics profile of the population in the study. An
independent sample t-test was utilized to test the hypothesis of equality ofmeans from the
two sample population groups. Further, Levene’s Test for Equality ofVariances was
utilized to determine which method of t-testing should be used. In view of the t-test
yielding a probability ofgreater then .05, it was concluded that the t-test statistic should
be based on equal variances.
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The frequency and percentages of each question were examined and reviewed.
Those that revealed a strong correlation were discussed and compared to frequency
distribution and percentage. However, for the purpose of this study, only the responses
from three of the nine primary symptom dimensions were examined. They were
depression, anxiety and phobic anxiety. The depression scale contained 6 items; the
anxiety scales contained a total of 11 items.
CHAPTER IV
PRESENTATION OF RESULTS
The purpose of this study was to determine if there was a statistically significant
relationship ofhigh levels of anxiety and depression among women HIV-positive and non
HIV-positive women. This chapter will provide a demographic profile and analysis of the
hypothesis under study, with pertinent statistical analysis as well. Tables 1,2, 3,4 and 5




Private Public None N/A Total
HIV Status Positive Count 3 1 10 1 15
% Within HTV Status 20.0% 6.7% 67% 6.7% 100%
Negative Count 11 3 1 15
% Within HTV Status 73.3% 20% 6.7% 100%
Total Count 14 1 13 2 30
% Within fflV Status 46.7% 3.3% 43% 6.7% 100%
The above table shows that of the respondents HIV-positive, 20% (n=3) had
private insurance, 6.7% (n=l) reported public insurance and 67% (n=10) of the
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respondents reported none to the question of insurance. Additionally, of the participants





HTV Status Positive Count 3 12 15
% Within HTV Status 20.0% 80% 100%
Negative Count 7 8 15
% Within HTV Status 46.7% 53.3% 100%
Total Count 10 20 30
% Within HIV Status 33.3% 66.7% 100%
The above table shows that 20% (n=3) of the participants HIV-positive were
employed and 80% (n=12) were unemployed. The table shows that 46.7% (n=7) of the





High School College Total
HTV Status Positive Count 2 9 4 15
% Within HTV Status 13.3% 60.0% 26.7% 100%
Negative Count 15 15








Total Count 2 9 19 30
% Within HTV Status 6.7% 30.0% 63.3% 100%
The above table shows that of the 15 participants HIV-positive 26.7 % (n=4) completed
college, 60% (n=9) completed high school and 13.3% (n=2) completed junior high school. The







HIV Status Positive Count 12 39 15
% Within HTV Status 80.0% 20.0% 100%
Negative Count 15 15
% Within HTV Status 100% 100%
Total Count 27 3 30
% Within HTV Status 90.0% 10.0% 100%
The above table shows that of the 15 participants HIV-positive 80% (n=12)
responded African American to ethnicity while 100% (n=15) of the non-HIV-positive





20-25 26-31 32-37 38-43 44-49 50-55 56-^
HIV Status Positive 2 3 5 3 1 1
% Status 13.3% 20.0% 33.3% 20.0% 6.7% 6.7%
Negative 11 1 1 0 0 0 2
% Status 73.3% 6.7% 6/7% 0 0 0 13/3%
Total Count 11 3 4 3 1 2 1
% Status 36.6% 10.0% 13.3% 16.6% 10.0% 6.6% 3.3%
The above table shows that the mean age of the 15 HIV-positive participants were
41.07%, while the mean age of the 15 participants non HIV-positive was 27.67%.
Table 6
Thoughts ofEnding Your Life
Thoughts ofEnding Your Life
Quite
Not Little Moderate A Bit Total
HIV Status Positive Count 9 1 2 3 15
% Within fflV Status 60.0% 6.7% 13.3% 20.0% 100.0%
Negative Count 15 15
% Within HIV Status 100% 100%
Total Count 24 1 2 3 30
% Within HIV Status 80.0% 3.3% 6.7% 10.0% 100.0%
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Table 6 shows that of the 30 participants in this study 15 were HIV-positive and
15 were HIV-negative. Of the 15 HIV-positive respondents, 60% (n=9) reported that they
have never thought of ending their life, while 100.0% (n=15) of thel5 respondents non
HIV-positive report that they have not experienced thoughts of ending their life. The







A Bit Extremely Total
HIV
Status Positive Count 4 7 2 2 15
% Within
HIV Status 26.7% 46.7% 13.3% 13.3% 100.0%
Negative Count 9 5 1 15
% Within
HIV Status 60.0% 33.3% 6.7% 100%
Total Count 13 5 8 2 2 30
% Within
HIV Status 43.3% 16.7% 26.7% 6.7% 6.7% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 46.7% (n=7) responded moderately to feeling lonely, while the 60.0% (n=9) of
the 15 participants non HIV-positive responded not at all. The independent t-test







A Bit Extremely Total
HIV
Status Positive Count 5 1 5 2 2 15
% Within
HIV Status 33.3% 6.7% 33.3% 13.3% 13.3% 100.0%
Negative Count 9 6 15
% Within
HIV Status 60.0% 40.0% 100%
Total Count 14 7 5 2 2 30
% Within
HIV Status 46.7% 23.3% 16.7% 6.7% 6.7% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 33.3% (n=5) responded not at all and moderately to feeling blue, while 60.0%
(n=9) of the 15 participants non HIV-positive responded not at all to feeling blue. The




Feeling No Interest in Things
Feeling No Interest in Things
Quite
Not Little Moderate A Bit Extremely Total
fflV
Status Positive Count 7 2 2 2 2 15
% Within
HIV Status 46.7% 13.3% 13.3% 13.3% 13.3% 100.0%
Negative Count 8 6 1 15
%Within
HIV Status 53.3% 40.0% 6.7% 100%
Total Count 15 8 2 3 2 30
% Within
HIV Status 50.0% 26.7% 6.7% 10.0% 6.7% 100.0%
The above table shows that of the 15 respondents HIV-positive in this study, the
majority 46.7% (n=7) responded not at all to feeling no interest in things, while 53.3%
(n=8) of the participants non HIV-positive responded not at all to feeling no interest in
things. The independent t-test showed (.12) no statistical significance.
Table 10
Feeling Hopeless About the Future
Feeling Hopeless About the Future
Quite
Not Little Moderate A Bit Extremely Total
HIV
Status Positive Count 7 2 3 1 2 15
% Within
HIV Status 46.7% 13.3% 20.0% 6.7% 13.3% 100.0%
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Table 10 (continued)
Feeling Hopeless About the Future
Not Little Moderate
Quite
A Bit Extremely Total
Negative Count 10 4 1 15
% Within
HIV Status 66.7% 26.7% 6.7% 100%
Total Count 17 6 4 1 2 30
% Within
HIV Status 56.7% 20.0% 13.3% 3.3% 6.7% 100.0%
The above table shows that of the 15 participants HIV-positive in this study,
A6.IV0 (n=7) responded not at all to feeling hopeless about the future, while 66.7% (n=10)
of the 15 participants non HIV-positive responded not at all to feeling hopeless about the





Not Little Moderate A Bit Extremely Total
HIV
Status Positive Count 5 4 3 2 1 15
% Within
HIV Status 33.3% 26.7% 20.0% 13.3% 6.7% 100.0%
Negative Count 12 1 1 1 15
% Within






A Bit Extremely Total
Total Count 17 5 4 3 1 30
% Within
HIV Status 56.7% 16.7% 13.3% 10.0% 3.3% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 26.7% (n=4) responded a little bit to feelings ofworthlessness, while 80.0%
(n=12) of the participants non HfV-positive responded not at all to feelings of
worthlessness. The independent t-test showed (.03) a statistical significance.
Table 12
Nervous or Shakiness Inside
Nervous or Shakiness Inside
Not Little Moderate
Quite
A Bit Extremely Total
HIV
Status Positive Count 3 1 5 4 2 15
% Within
HIV Status 20.0% 6.7% 33.3% 26.7% 13.3% 100.0%
Negative Count 8 6 1 15
% Within
HIV Status 53.3% 40.0% 6.7% 100%
Total Count 11 7 5 5 2 30
% Within
HIV Status 36.7% 23.3% 16.7% 16.7% 6.7% 100.0%
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The above table shows that of the 15 participants HIV-positive in this study, the
majority 26.7% (n=4) responded quite a bit to nervous or shakiness inside, while 53.3%
(n=8) of the 15 participants non HIV-positive responded not at all to nervous and
shakiness inside. The independent t-test showed (.00) a statistical significance.
Table 13
Suddenly Scared forNo Reason
Suddenly Scared forNo Reason
Not Little Moderate Extremely Total
HIV
Status Positive Count 6 2 5 2 15
% Within HIV Status 40.0% 13.3% 33.3% 13.3% 100.0%
Negative Count 13 2 15
% Within HIV Status 86.7% 13.3% 100%
Total Count 19 4 5 2 30
% Within HIV Status 63.3% 13.3% 16.7% 6.7% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 40.0% (n=6) responded not at all to suddenly scared for no reason, while 86.7%
(n=13) of the participants non HIV-positive responded not at all to suddenly scared for no







A Bit Extremely Total
HIV
Status Positive Count 6 2 1 3 3 15
% Within
HIV Status 40.0% 13.3% 6.7% 20.0% 20.0% 100.0%
Negative Count 12 3 15
% Within
HIV Status 80.0% 20.0% 100%
Total Count 18 5 1 3 3 30
% Within
HFV Status 60.0% 16.7% 3.3% 10.0% 10.0% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 40.0% (n=6) responded not at all to feeling fearful, while 80.0% (n=12) of the
participants non HIV-positive responded not at all to feeling fearful. The independent
t-test showed (.00) a statistical significance.
Table 15
Feeling Tense or Keyed Up
Feeling Tense or Keyed Up
Quite
Not Little Moderate A Bit Extremely Total
HIV
Status Positive Count 4 1 2 4 4 15
35
Table 15 (continued)
Feeling Tense or Keyed Up
Quite
Not Little Moderate A Bit Extremely Total
% Within
fflV Status 26.7% 6.7% 13.3% 26.7% 26.7% 100.0%
Negative Count 9 5 1 15
% Within
HIV Status 60.0% 33.3% 6.7% 100%
Total Count 13 6 3 4 4 30
% Within
HIV Status 43.3% 20.0% 10.0% 13.3% 13.3% 100.0%
The above table shows that of the 15 participants HIV-positive in the study, the
majority 26.7% (n=4) responded either not at all, quite a bit or extremely to feeling tense
or keyed up, while 60.0% (n=9) responded not at all to feeling tense or keyed up. The
independent t-test showed (.00) a statistical significance.
Table 16
Spells of Terror or Panic
Spells ofTerror or Panic
Not Little Moderate
Quite
A Bit Extremely Total
HIV
Status Positive Count 4 2 5 2 2 15
% Within
HIV Status 26.7% 13.3% 33.3% 13.3% 13.3% 100.0%
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Table 16 (continued)
Spells of Terror or Panic
Not Little Moderate
Quite
A Bit Extremely Total
Negative Count 10 5 15
% Within
HIV Status 66.7% 33.3% 100%
Total Count 14 7 5 2 2 30
% Within
HIV Status 46.7% 23.3% 16.7% 6.7% 6.7% 100.0%
The above table shows that ofthe 15 participants HIV-positive in this study, the
majority 33.3% 9 (n=5) responded moderately to spells of terror or panic, 66.7% (n=10)
of the participants non HIV-positive responded not at all to spells of terror or panic. The
independent t-test showed (.00) a statistical significance.
Table 17
Feeling So Restless So You Could Not Sit Still
Feeling So Restless So You Could Not Sit Still
Quite

















Negative Count 10 3 1 1 15
% Within
HIV Status 66.7% 20.0% 6.7% 6.7% 100%
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Table 17 (continued)
Feeling So Restless So You Could Not Sit Still
Not Little Moderate
Quite
A Bit Extremely Total
Total Count 15 7 4 3 1 30
% Within
HIV Status 50.0% 23.3% 13.3% 10.0% 3.3% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 33.3% (n=5) responded not at all to feeling so restless you not could sit down,
while 66.6% (n=10) of the participants HIV-negative responded not at all to feeling so
restless you could not sit down. The independent t-test showed (.06) no statistical
significance.
Table 18
Feeling Afraid in Open Spaces or on The Streets






Status Positive Count 6 6 1 2 15
% Within HIV Status 40.0% 40.0% 6.7% 13.3% 100.0%
Negative Coimt 12 3 15
% Within HIV Status 80.0% 20.0% 100%
Total Count 18 9 1 2 30
% Within HIV Status 60.0% 30.0% 3.3% 6.7% 100.0%
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The above table shows that of the 15 participants HIV-positive in this study, the
majority 40.0% (n=6) responded either not at all or a little bit to feeling afraid in open
spaces or on the streets, while 80.0% (n=12) of the participants non HTV-positive
responded not at all to feeling afraid in open spaces on the streets. The independent t-test
showed (.02) a statistical significance.
Table 19
Feeling Afraid to Travel on Buses. Subways, and Trains
Feeling Afraid to Travel on Buses, Subways,
and Trains
Quite
Not Little Moderate A Bit Total
HIV
Status Positive Count 6 4 2 3 15
% Within HIV Status 40.0% 26.7% 13.3% 20.0% 100.0%
Negative Count 10 4 1 15
% Within HTV Status 66.7% 26.7% 6.7% 100%
Total Count 16 8 3 3 30
% Within HIV Status 53.3% 26.7% 10.0% 10.0% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 40.0% (n=6) responded not at all to feeling afraid to travel on buses, subways or
trains, while 66.7% (n=10) of the participants non HIV-positive responded not at all to




Having to Avoid Certain Things. Places. Because They Frighten You




A Bit Extremely Total
HIV
Status Positive Count 4 2 3 3 3 15
% Within
HIV Status 26.7% 13.3% 20.0% 20.0% 20.0% 100.0%
Negative Count 10 5 15
% Within
HIV Status 66.7% 33.3% 100%
Total Count 14 7 3 3 3 30
% Within
HIV Status 46.7% 23.3% 10.0% 10.0% 10.0% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 26.7% (n=4) responded not at all having to avoid certain things, or places
because they frighten, while 66.7% of the participants non HIV-positive responded not at
all to having to avoid certain things, or places because they frighten you. The
independent t-test showed (.00) a statistical significance.
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Table 21
Feeline Uneasy in Crowds. Such as Shopping or at aMovie
Feeling Uneasy in Crowds, Such as Shopping
or at a Movie
Quite A
Not Little Moderate Bit Total
HIV
Status Positive Count 6 4 4 1 15
% Within HIV Status 40.0% 26.7% 26.7% 6.7% 100.0%
Negative Count 12 3 15
% Within HIV Status 80.0% 20.0% 100%
Total Count 18 7 4 1 30
% Within HIV Status 60.0% 23.3% 13.3% 3.3% 100.0%
The above table shows that of the 15 participants HIV-positive in this study, the
majority 40.0% (n=6) responded not at all to feeling imeasy in crowds, such as shopping
or at a movie, while 80.0% (n=12) of the participants non HIV-positive responded not at
all to feeling vmeasy in crowds, such as shopping or at a movie. The independent t-test
showed (.01) a statistical significance.
Table 22
Feeling Nervous When You are Left Alone





Status Positive Count 5 4 4 2 15
% Within HIV Status 33.3% 26.7% 26.7% 13.3% 100.0%
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Table 22 (continued)




Negative Count 10 4 1 15
% Within HIV Status 66.7% 26.7% 6.7% 100%
Total Count 15 8 5 2 30
% Within HIV Status 50.0% 26.7% 16.7% 6.7% 100.0%
The table shows that of the 15 participants HIV-positive in this study, the majority
33.3% (n=5) responded not at all to feeling nervous when you are left alone, while 66.7%
(n=10) of the participants non HfV-positive responded not at all to feeling nervous when
you are left alone. The independent t-test showed (.02) a statistical significance.
CHAPTERV
SUMMARY AND CONCLUSION
The objective of this research study was to explore and describe the levels of
anxiety and depression among women diagnosed HTV-positive and non
HIV-positive women. The preliminary stage of this study provided for the recognition
and presentation of demographic variables for this population ofHIV-positive women
and non HTV-positive women. For the purpose of this study the measurements of the
variables were determined using questions from a standardized testing instrument that
consisted of a nine-symptom dimension scale. However, only two dimensions of this tool
were utilized; depression and anxiety. The responses to the hypothesis were addressed by
utilizing various data analysis strategies.
Descriptive statistics were used to identify frequency distributions, and
percentages were compiled to provide a demographics profile. An Independent Sample
T-test was utilized to test the hypothesis of equality ofmeans from the two sample
population groups. Correlation coefficient was utilized to determine if identified
variables reflected statistically significant results. Thereafter, the results of this study




The results of the study confirmed the hypothesis that there will be a statistically
significant relationship in the levels of anxiety and depression among HIV-positive and
non HIV-positive women.
The results of the study demonstrated that all (100%, n=30) of the participants
were females with fairly decent education. The majority of the participants (63.3%, n=19)
had some level of college and (30.0%, n=9) had graduated from high school. In contrast,
(66.7%, n=20) reported that they were imemployed, while (33.3%, n=10) reported that
they were employed.
The results of the independent sample t-test revealed that there were strong




4. Nervous and shakiness inside
5. Suddenly scared
6. Feeling tense and keyed up
7. Having to avoid certain things, places, because they frighten you
8. Spells of terror and panic
A review of the results indicated that there were higher levels of anxiety found to
exist in comparison to levels of depression among this population ofwomen diagnosed
HIV-positive. Responses from the questionnaire showed significant levels of anxiety and
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depression among women HIV-positive, compared to women that were non HIV-positive,
which greatly reflected the stress ofhaving HIV.
In summation, the findings for this study reveal that there is a statistically
significant relationship in the levels of anxiety and depression among women HIV-
positive. The adjustments made by progress in the treatment ofHIV infection and its
consequences in women, have led to important modifications in the pattern and severity
ofmental health challenges faced by this population. Meeting the needs of this
population now is unlikely to be achieved by continuing to provide the same kind of
psychosocial services that were developed at the onset of this epidemic. People with HIV
infection and practitioners must continue to work together, to ensure that responsive and
high quality services are attained to deal with unfavorable psychological effects that may
be brought on by increased psychosocial needs.
Limitations of the Study
There were a variety of concerns within this study. To illustrate, the particular
population used in the study was all of one ethnicity. In addition, the rather small sample
size may have also been a significant factor, thus making it not large enough to generalize
the results to outside populations. Furthermore, the sample was acquired from two
different settings, which may have contributed to the skewed results.
Finally, the women that were diagnosed HIV-positive in this study, confronted
some of the same problems that many HIV-negative diagnosed women in this society;
discrimination and oppression, sometimes at the hands of practitioners, lack of access to
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quality health care and unemployment. In addition to these issues, this group ofwomen
is living with a deadly virus that stigmatizes them and their families.
Suggested Research Direction
Future research in this area of study may benefit from amulticultural and a larger
population sample for a more significant representation of this population. Future
research may also benefit from taking into consideration psychosocial characteristics and
gender as it shapes psychological behavior.
CHAPTER VI
IMPLICATIONS FOR SOCIALWORK PRACTICE
While several studies have provided a historical perspective by recording levels of
psychological effects and psychosocial needs ofHIV-positive men, the body of literature
representing such characteristics in women diagnosed HIV-positive are meager.
Subsequently, the empirical social work literature on the levels ofanxiety and depression
among women that are diagnosed HIV-positive in general is restricted. The restricted
empirical research literature on women HIV-positive may be attributed to the fact that
initially, HTV/AIDS was thought of as a disease of adult men, primarily gay and also male
injecting drug users and hemophiliacs. Currently, however, HIV/AIDS has increasingly
affected women.
The effectiveness of this study about the levels of anxiety and depression among
women who are diagnosed HIV-positive can be observed at the micro and macro levels of
practice for all social workers. In regards to both the micro and macro levels, such
studies and their findings above all, depicts more accuracy to the embodiment and context
by which practitioners meet women that are diagnosed HIV-positive. Moreover, social
workers and other health professionals may create structure and quality guidelines for
practices. Mattaini, Lowery and Meyer (1998) report that the purposes of social work are
to enhance adaptations among clients (“clients” may be individuals, families.
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A1
communities or other cultural entities) and systems within which those clients are
embedded, consisted with social justice.
Social workers should develop treatment interventions for people with HTV,
especially women, that discourage feelings of helplessness and encourage feelings of
competence, efficacy and optimism. Knowing that one is infected with HIV is inherently
disheartening. It is important for clinicians to structure interventions to help individuals
with HIV find perspectives that might create or promote a subjective sense of strength so
that immune enhancement occurs and immunosuppression is averted (Littrell, 1996). As
a practitioner, successfully understanding the psychological effects and psychosocial
needs of this special group may lead to precision in intervention, programs, and most
important delivery of service.
It is important for practitioners to keep in mind that psychosocial complications
are rather common among patients suffering from HIV/AIDS. It is therefore imperative
for practitioners to be aware ofand sensitive about them. Subsequently, it is most
important for practitioners to learn and to incorporate such clinically oriented aspects,
(i.e. psychotherapeutic, psychosocial and cultural), particularly the psychosocial aspect in
their treatment intervention.
As new cases ofHIV/AIDS continue to increase among women, it is essential for
social workers to acquire knowledge that promotes an understanding for cultural
diversity, socioeconomic status and gender sensitivity. Race and sex inequality are held
to be two of the primary reasons that comparatively higher growth rates in HIV/AIDS are
being seen among women, and in particular, among black and Hispanic women
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(Stoskopf, Kim, & Glover, 2001). Again, social workers must be aware that traditional
methods ofHIV/AIDS intervention, ifnot gender specific, are not likely to be as
successful in this population where psychosocial challenges may directly affect
intervention methods. Moreover, Chu (1995) reports that women have little opportunity
to change their inherent circumstances because of their lower social position in many
cultures, and lack ofpower over exposure.
All and all, it is important for the social work profession to have adequate
acknowledge and understanding about levels of anxiety and depression and its effects on
women diagnosed HIV-positive. As social workers there is a need to seek resources, to
serve the oppressed, the at risk population and to promote social and institutional changes
that will reflect economic and social justice. There is also a need for commitment from
the social work profession to advocate for solutions to problems ofpoverty, social and
economic injustice, sexism, racism, and other forms of oppression in society. Social
workers must strive to learn, as well as put into practice, the important implications for




Instructions: Please answer each question as carefully and truthfully as possible. Write in
or circle the answers that best described your desired responses.
Demographics
1. Age 2. Ethnicity
3. Insurance (ifyes name)
4. Employment Status
5. Education Level (if college, classification)
6. HIV Status (circle one)
A. HIV-positive B. HIV-negative
Circle the most appropriate response:
Not at all = 0 A little bit = 1 Moderately = 2
Extremely = 4
7. Nervousness or shakiness inside
8. Faintness or dizziness
9. The idea that someone else can control your thoughts
10. Feeling others are to blame for most ofyour troubles
11. Trouble remembering things
12. Feeling easily annoyed or irritated
Quite a bit = 3
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
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13. Pains in heart or chest
14. Feeling afraid in open spaces or on the streets
15. Thoughts of ending your life
16. Feeling that most people can not be trusted
17. Poor appetite
18. Suddenly scared for no reason
19. Temper outbursts that you could not control
20. Feeling lonely even when you are with people
21. Feeling blocked in getting things done
22. Feeling lonely
23. Feeling blue
24. Feeling no interest in things
25. Feeling fearful
26. Your feelings being easily hurt
27. Feeling that people are unfriendly or dislike you
28. Feeling inferior to others
29. Nausea or upset stomach
30. Feeling that you are watched or talked about by others
31. Trouble falling asleep
32. Having to check and double check what you do
33. Difficulty making decisions
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
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34. Feeling afraid to travel on buses, subways or trains
3 5. Trouble getting your breath
36. Hot or cold spells
37. Having to avoid certain things, places,
activities because they frighten you
38. Yourmind going blank
39. Numbness or tangling in parts of your body
40. The idea that you should be punished for your sins
41. Feeling hopeless about the future
42. Trouble concentrating
43. Feeling weak in parts of your body
44. Feeling tense or keyed up
45. Thoughts of death or dying
46. Having urges to beat, injure or harm someone
47. Having urges to break or smash things
48. Feeling very self-conscious with others
49. Feeling uneasy in crowds, such as shopping or at a movie
50. Never feeling close to another person
51. Spells of terror or panic
52. Getting into frequent arguments
53. Feeling nervous when you are left alone
54. Others not giving you proper credit for your achievements
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4
55. Feeling so restless you could not set still
56. Feelings ofworthlessness
57. Feeling that people will take advantage of you if you let them
58. Feelings ofguilt
59. The idea that something is wrong with your mind
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0 12 3 4
0 12 3 4
0 12 3 4
0 12 3 4





TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count
































Idea that someone else control thoughts
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count
































Feeling others are to blame for most of your
troubles
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count




































Feeiino easilv annovred and irritated
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count








































Pains in heart or chest
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 7 3 1 2 2 15
% within HIV Status 46.7% 20.0% 8.7% 13.3% 13.3% 100.0%
Negative Count 11 2 2 15
% within HIV Status 73.3% 13.3% 13.3% 100.0%
Total Count 18 5 3 2 2 30
% within HIV Status 60.0% 16.7% 10.0% 6.7% 6.7% 100.0%
Crosstab
Feeling afraid in open spaces or on street
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count
































Thoughts of ending your life
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count































Peelino that nwst oebole can not be trusted
totalNOT ■UTTLE' MODERATE QUITE A BIT EXTREMELY
HIV Status Positivs Count 4 2 4 2 3 IS
%within HIV Status 26.7% 13,3% 26.7% 13.3% 20.0% 100.0%
Negativa Count 9 2 3 1 15
% within HIV Status ao.0% 13.3% 20.0% 6.7% 100.0%
Total Count 13 4 7 2 4 30
% within HIV Status 43.3% 13.3% 23.3% 6.7% 13.3% 100.0%
Crosstab
Poor appetite
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Suddenly scared for no reason
TotalNOT LITTLE MODERATE EXTREMELY
HIV Status Positive Count
































Temper out burst that rou can not control
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Feelino lonely even when you are with Deoole
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY





































Feelino blocked in oettina thinos
TcblNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count





































TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count





































TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Peeiinq no interest in things
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 7 2' 2 2 2 15
% within HIV Stabis 46.7% 13.3% 13.3% 13.3% 13.3% ioao%
Negative Count 8 6 1 15
% within HIV Status S3.3% 40.0% 6.7% 100.0%
Total Count 15 8 2 3 2 30
% within HIV Status 50.0% 28.7% 6.7% 10.0% 6.7% 100.0%
Crosstab
Feeling fearful
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Your feelings beim easily hurt
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count






































Feeling that oeogle are unfriendly or dislike you
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count







































TotalNOT UTTLE MODERATE etUITEABIT EXTREMELY
HIV Status Positive Count






































Nausea or uoset stomach
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 5 1 4 4 1 15
% witt^ HIV Status 33.3% 6.7% 26.7% 267% 67% 100.0%
Negative Count 12 2 1 15
% within HIV Status 80.0% 13.3% 6.7% 100.0%
Total Count 17 3 5 4 1 X
% within HIV Status 56.7% 10.0% 16.7% 13.3% 3.3% im.o%
Crosstab
Feellna that you are watched or talked about by others
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive. Count 5 2 3 4 1 15
% within HIV Status X.3% 13.3% X.0% 26.7% 6.7% im.o%
NegaUvs Count 11 2 1 1 15
% within HIV Status 73.3% 13.3% 6.7% 67% 1X.0%
Total Count 16 4 4 5 1 X
% within HIV Status 53.3% 13.3% 13.3% 167% 3.3% iro.o%
Crosstab
Troule fatrim asleep
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count









































Havino tocheck and double-checkwhat vou do
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY










































TotatNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count








































Feeling afriad to travel on buses,
subways,trains
TotalNOT LITTLE MODERATE QUITE A BIT



































Trouble netting your breath
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Hot or cokt spells
total:NOT • UTTLE MODEPtATE aUlTEABIT EXTREMELY
HIV Status P«sjtly« Count






































Havino to avoid cartain thinos. places, because they fhohtsn you
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Your mind aoina Wank
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status P<»itlve Count




































Numbness or ttnollno in parts of your body
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count






































The idea that you should be punished fbc vour sins
NOT LITTLE MODERATE •QUtTE A BiT EXTREMELY Total
HIV Status Positive Count 9 2 .2 1 1 15
% within HIV Status eo.0% 13.3% ia3% 6.7% 6.7% 100.0%
Negative Count 6 4 3 1 1 15
% within HIV Status 26.7% 20.0% 6.7% 6.7% 100.0%
Total Count 15 6 5 2 2 30
% within HIV Status SO.0% 20.0% 16.7% 6.7% 6.7% 100.0%
Crosstab
Trouble conc(emtiatina
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count








































Feeiino weak in parts of vour body
TotalNOT LITTLE MODERATE QUfTE A BIT EXTREMELY
HIV Status Positive Count 4 2 1 6 2 15
% within HIV Status 26.7% 13.3% 6.7% 40.0% 13.3% 100.0%
Negative Count 6 9 15
% within HIV Status 40.0% 60.0% 100.0%
Total Count 10 11 1 6 2 X
% within HIV Status 33.3% 36.7% 3.3% 20.0% 6.7% 100.0%
Crosstab
Feeiino tense or keved up
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count







































- Thoughts of death or dying
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HtV Status Positive Count 6 3 2 3 1 16
% within HIV Status 4ao% 20.0% 13.3% 20.0% 6.7% 100.0%
Negative Count 11 2 1 1 15
% within H(V Status 73.3% 13.3% a7% 6,7% 100.0%
Total Count 17 5 3 4 1 30
% within HIV Status 56.7% 16.7% 10.0% 13.3% 3.3% 100.0%
Crosstab
Having un]es to break, iniure. or harm someone
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count


































Havino uroes to break or smash things
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Peelings very self conscious with others
TotalNOT LITTLE MODERATE- QUITE A BIT EXTREMELY
HIV Status Positive Count 5 2 3 2 3 15
% within HIV Status 33.3% 13.3% 2D.0% 13.3% 20.0% 100.0%
Negative Count 8 5 2 15
% within HIV Status 53.3% 33.3% 13.3% 100.0%
Total Count 13 7 5 2 3 30
% within HIV Status 43.3% 23.3% 16.7% 6.7% 10.0% 100.0%
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Crosstab
' Feeling uneasy in crowds, such as shopping or
at the movie
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count
































Never teelina dose to another oerson
TotalNOT UTTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 6 3 2 3 1 IS
% vvithin HIV Status 40.0% 20.0% 133% 20.0% 6.7% 100.0%
Negative Count 11 4 IS
% within HIV Status 73.3% 26.7% 100.0%
Total Count 17 7 2 3 1 X
% within HIV Status 56.7% 23.3% 6.7% 10.0% 3.3% 1X0%
Crosstab
Spells o( terror or panic
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count




































Gettinas into freouent arauments
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count


































Feelino nervous when vou are left alone
TotalNOT LITTLE MODERATE QUITE A BIT
HIV Status Positive Count


































Others not giving you orooer credits for your achievements
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 6 5 2 1 1 15
% within HIV Status 40.0% 33.3% 13.3% 6.7% 6.7% 100.0%
Negative Count 10 4 1 15
% within HIV Status 6&7% 26.7% 6.7% 100.0%
Total Count 16 9 2 1 2 30
% within HIV Status 53.3% 30.0% 6.7% 3.3% 6.7% 100.0%
Crosstab
Peeling so restless vou could not sit still
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 5 4 3 2 1 IS
% within HIV Status 33.3% 26.7% 20.0% 13.3% 6.7% 100.0%
Negative Count 10 3 1 1 15
% within HIV Status 66.7% 20.0% 6.7% 6.7% 100.0%
Total Count IS 7 4 3 1 30
% within HIV Status 50.0% 23.3% 13.3% 10.0% 3.3% 100.0%
Crosstab
Feelings ofworthlessness
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count 5 4 3 2 1 15
% within HIV Status 33.3% 26.7% 20.0% 13.3% 6.7% 100.0%
Negative Count 12 1 1 1 IS
% within HIV Status 80.0% 6.7% 6.7% 6.7% 100.0%
Total Count 17 5 4 3 1 30
% within HIV Status 56.7% 16.7% 13.3% 10.0% 3.3% 100.0%
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Crosstab
PeelinQ that peoole wlli take-advantage ofvou if^ let them
TotaFNOT LITTLE MODERATE QUrrEABfT EXTREMELY
HIV Status Positive Count










































TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY







































The idea that somethings is wrong with your mind
TotalNOT LITTLE MODERATE QUITE A BIT EXTREMELY
HIV Status Positive Count










































HIV Status Positive Count
























Totalprivate public none N/A
HIV Status Ppsitive Count




































HIV Status Positive Count

























Totaliunior High High school college
HIV Status Positive Count


























Letter to Participants (Request Form)
Clark Atlanta University
Whitney M. Young, Jr.
School of SodaJ Work
January 28,2002
Ms. Zina Age, MSW
ANIZ, INC.
233 Mitchell Street S.W. Suite 200
Atlanta, Georgia 30303-3300
Dear Ms. Age:
I am currently working to complete a thesis research project. Concisely, the purpose ofmy
research is to explore and describe the levels ofdepression and anxiety among women that
are diagnosed HIV-positive. The information obtained from the instrument will be kept in
strict confidence and only used for the purposes pertaining to this study. Results ofthis study
will be made available to agency upon request.
I am requesting approval and authorization in selecting at least 15 of the female clients from
the agency (Positive Impact) to conduct the research.
For further information regarding this research you may contact Valerie Cleare, MSW




Thank you in advance for your cooperation.
Valerie L. Cleare
MSW Student





Whitney M. Young, Jr.
School of Social Work
To All Participants:
This is to express my sincere gratitude and heartfelt thanks for your cooperation and support





Hattie M. Mitchell, Asst. Professor
Thesis Advisor
223 James P. Brawley Drive, S.W. • Atianta, Georgia 30314-4391 • (404)880-8000
Fmd m 1988 <*r mscUatm ifAlkMa Vimtmly. 1865, emd dak Cctigc, 1869
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APPENDIX E
Whitney M. Young, Jt.
School of Social Work
Informed Consent Form
Clark Atlanta University
My name is Valerie Cleare and I am a graduate student in the Clark Atlanta University
Whitney M. Young Jr. School ofSocial Work. 1 am conducting a Descriptive Exploratory
Study on the Levels ofAnxiety and Depression Among HIV-PositiveWomen formy master
thesis. I would appreciate your cooperation in answering the attached questionnaire as part
of this study. Any information that you provide will be kept confidential.
The data obtained for this study will be solely used for the purpose ofmy thesis completion.
The information requested in this study is important to the profession ofsocial work in order
to allow social work practitioners to have a better understanding ofwomen and HIV/AIDS.
Participation in this research study is totally voluntary; those who elect to Uike part may
choose to discontinue participation at any time without bias. The survey should take no
longer than 20 minutes to complete. Further information regarding this research you may
contact Valerie Cleare, MSW student or ProfessorHattieMitchell atWhimey M. Young, Jr.
School of Social work at Clark Atlanta University, 404-880-6616.
Thank you for your participation.
Name Date
223 James P. Brawley Drive, S.W. • Atlanta. Georgia 30314-4391 •




AIDS News Alerts. (1995, February). Shorter HTV Survival Seen in Women. 31.
American Psychiatric Association. (1994). Diagnostic and Statistical Manual of
Mental Disorders (4* ed.). Washington, D C:
Baer, J. W. (1989). Study of 60 patients with AIDS or AIDS - related complex
requiring hospitalization. American Journal ofPsychiatry. 146.1285-1288.
Barker, R. L. (Ed.). (1999). The Social Work Dictionary (4* ed.). Washington
DC: National Association of Social Worker.
Bury, J., Morrison, V., & McLachlan, S. (Eds.). (1992). Working with women
and AIDS. London and New York: Tavistocker/Routledge.
Centers for Disease Control and Preventions. (1999). Fact Sheet on Women and
HIV.
Chu, S. (1995). Epidemiology ofHTV/AIDS in women. In H. L. Minkoff, A.
Duerr & J. A. DeHovitz (Eds.), HTV infection in women. New York: Raven Press.
Cross, D. (1997). Anxiety disorder in women. NYSPA Cvber Colurtms. lOn-
line]. Available: http://nyspsych.org/cybercol/Dec97/cross.html.




Derogatis, L. (1993). BSI: Brief symptom inventory: Administration, scoring,
and procedures manual. Minneapolis: National Computer Systems, Inc.
Dunbar, H. T., Mueller, C. W., Medena, C., &Wolf, T. (1998). Psychological
and spiritual growth in women living with HIV. Social Work. 43(2\ 144-154.
Elliot, A. (1998). Anxiety and HTV infection. Perspective, 98(1)
Florida Health Site. (2001). Depression: Definitions, facts and statistics, pp. 1-2..
Freilberg, P. (1990). Outreach helps women at risk for AIDS. APA Monitor.
28-29..
Freilberg, P. (1998). We know how to stop the spread ofAIDS. So why don’t
we? APA Monitor. 32.
Georgia Department ofHuman Resources Office ofCommunications. (2000).
Women and AIDS in Georgia. [On line]. Available: www.dhr.state.ga.us.
Goggins, K., Catley, D., Brisco, S., Englton, E., Rabkin, J., Donald, P. and Kotler,
D., (2001). A female perspective on living with HIV disease. Academic Search Premier.
26(2), Serial No. 0360-7283.
Graham, B. (1998, June 4-10) Age ofAIDS. New Times. 4.
Greene, V. (2001). Women and depression. American Psychological
Association. [On line]. Available: http://wvyw.apa.org/ppo/issues/pwomenand
depress.html.
Hill-Collins, P. (1998). Black Feminist Thought. Rutledge: Chapman and Hall,
Inc.
72
Jaggar, A. M., & Rothenberg, P. S. (Eds.). (1984). Feminist frameworks:
Alternative theoretical accounts of the relations between women and men (2^^ ed.l. New
York: McGraw-Hill.
Katon, W., & Sullivan, M. D. (1992). Depression and chronic mental illness.
Journal ofClinical Psychiatry. 51. 3-14.
Key Facts and Issues. (2000, Summer). Women and HTV/AID. 34-36.
Kirst-Ashman, K. K. (2000). Human behavior, communities, organizations, and
groups in the macro social environment: An empowerment approach. Australia:
Brooks/Cole.
Littrell, J. (1996). How psychological states affect the immune system:
Implications for interventions in the context ofHIV. Health and Social Work. 21141.
Serial No. 03607283.
Lynch, V. (2000). HIV/AIDS. Boston: Allyan and Bacon.
Mattaini, M., Lowery, C., «&; Meyer, C. (1998). The foundations of social work
practice (2"*^ ed.). Washington, DC: NASW Press.
McGrath, K., Stickland, B. R., & Russo, N.F. (1990). Women and depression:
Risk factors and treatment issues. Washington, DC: American Psychological
Association.
Meichenbaum, D. (1985). Stress inoculation training. Elmsford, New York:
Pergamon Press, 74-76.
Mental Health Discrimination. (2000). Threshold women’s mental initiative. 1-2.
73
Nolen-Hoeksema, S., Grayson, C., & Larson, L. (1994). Why women experience
depression more than men do. [On-Line]. Available: httD://www.shpm.com/articles/
depress/womendepress.html.
Perry, S. W., Jacobsberg, L., & Fishman, B. (1990). Organic mental disorders
caused by HTV. American Journal ofPsychiatry. 146. 696-710.
Psychological Issues in the Treatment ofHIV/AJDS. (1999, December).
Community initiative on AIDS. 1-5.
Robbins, S. P., Chatteijee, P., & Canda, E. R. (1998). Contemporary human
behavior theory: A critical perspective for social work. Boston: Allyn and Bacon.
Rochman, S. (2001, June/ July). Well mind, body. HIV Plus. 37-38.
Ruiz, P. (2000). Living and dying HIV/AIDS: A psychological perspective. The
American Journal of Psychiatry. 157(1). serial No. 002953XX.
Shorter HTV survival seen in women. (1995, February). AIDS News Alerts.
31.
Stoskospf, C., Kim, Y., & Glover, S. (2001). Dual diagnosis: HIV and mental
illness, a population-based study. Community Mental Health Journal. 37,469-479.
The Community Initiative on AIDS. (1999, December). Psychological Issues in
the Treatment ofHIV/AIDS. 1-5.
ThreshildWomen’s Mental Initiative. (2000). Mental Health Discrimination.
1-2.
Women and HIV/AIDS. (2000, Summer). Key Facts and Issues. 34-36.
74
Yegidis, B. L., Weinbach, R. W., & Morrison-Rodriguez, B. (!999). Research
methods for social workers: Introduction to research design. Boston: Allyn and Bacon.
York, R. O. (1997). Building basic competencies in social work Research: An
experiential approach. Boston: Allyn and Bacon.
